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World No-Tobacco Day, 1992 


The theme of the fifth World No-Tobacco Day, May 31, 1992, is ‘“Tobacco-Free 
Workplaces: Safer and Healthier.’’ Each year, the objectives of World No-Tobacco Day 
are to encourage governments, communities, and groups worldwide to become 
aware of the hazards of tobacco use and to encourage all persons who use tobacco 
to quit for at least 24 hours. 

World No-Tobacco Day 1992 will emphasize the right to work in a smoke-free 
environment and the need to coordinate appropriate actions by governments, 


employees, and employers. Activities will include press releases, a video on smoke- 
free workplaces, and radio announcements by World Health Organization (WHO) 
experts on tobacco control. 

The theme for World No-Tobacco Day 1991, ‘Public Places and Transport: Better 
Be Tobacco-Free,’ emphasized the right of all persons to breathe smoke-free air (7 ). 
WHO's Tobacco or Health Program documented a variety of activities associated with 
World No-Tobacco Day, in both developed and developing countries, including a 
campaign to prohibit smoking on international airline flights (European press confer- 
ence held by Belgium, France, Italy, Luxembourg, Portugal, Spain, and the United 
Kingdom); a special documentary film on the theme of the day broadcast on national 
television (Algeria); distribution of information in public places and airports urging 
persons not to smoke and reminding them of existing clean indoor air laws (Brazil); 
and seminars on the health hazards of smoking and an exhibition of antismoking 
materials (Pakistan, Bangladesh, and Papua New Guinea) (2). 


Reported by: Office on Smoking and Health, National Center for Chronic Disease Prevention and 
Health Promotion, CDC. 


Editorial Note: Since 1985, the number of countries that have enacted laws restrict- 
ing smoking in public places has increased dramatically (2). Preliminary data from 
WHO indicate that more than half of the countries in the world have laws to control 
tobacco use in public places: 33% have protection in entertainment establishments, 
such as theaters and cinemas; health services are protected in 40% of the countries; 
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33% have laws involving schools, colleges, and other government facilities; and 20% 
have workplace smoking policies (3). In addition, in 30 countries, flights on all or 
most domestic routes are smoke free, and in more than 70 countries, buses or trains 
are smoke free or have smoke-free areas (2). In the Americas, 19 countries restrict 
smoking in public places; seven countries ban smoking in the workplace, and 13 ban 
smoking in health establishments (4 ). 

In the United States, the growing evidence linking exposure to environmental 
tobacco smoke to disease in nonsmokers has led to an increase in clean indoor air 
legislation at the state and local levels (5). As of April 30, 1992, 44 states and the 
District of Columbia had instituted some form of smoking restriction in public places 
(CDC, unpublished data, 1992). The proportion of workplaces in the United States 
reporting smoking policies has also increased dramatically during the past 5 years. In 
1992, 85% of employers had workplace smoking policies, compared with 54% in 
1987 (6). Findings in a recent survey in 10 U.S. communities also indicate a high level 
of public support, even among smokers, for limiting smoking in a wide range of 
locations: 82%-100% of smokers and 90%-100% of all respondents supported 
limiting smoking in restaurants, private worksites, government buildings, indoor 
sports arenas, hospitals, and doctors’ offices (7). 

In the United States, the national health objectives for the year 2000 specify the 
need for restrictions on smoking in public places and include establishment of 
tobacco-free environments. In addition, the objectives include employing tobacco- 
use prevention in the curricula of all elementary, middle, and secondary schools, 
preferably as part of quality school health education (objective 3.10); increasing to at 
least 75% the proportion of worksites with a formal smoking policy that prohibits or 
severely restricts smoking at the workplace (objective 3.11); and enacting in the 50 
states comprehensive laws on clean indoor air that prohibit or strictly limit smoking 
in the workplace and enclosed public places (including health-care facilities, schools, 
and public transportation) (objective 3.12) (8). The enactment of clean indoor air 
legislation has been recommended as a key component of tobacco control worldwide 
(9). 

Additional information about World No-Tobacco Day is available from Richard 
Leclair, Office of Information and Public Affairs, Pan American Health Organization; 
telephone (202) 861-3457; or the Office on Smoking and Health, National Center for 
Chronic Disease Prevention and Health Promotion, CDC; telephone (404) 488-5705. 
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Current Trends 


Discomfort from Environmental Tobacco Smoke 
Among Employees at Worksites 
with Minimal Smoking Restrictions — United States, 1988 


Exposure to environmental tobacco smoke (ETS) is a potential occupational 
carcinogen according to guidelines of the Occupational Safety and Health Adminis- 
tration (OSHA) carcinogen policy (7). Exposure to ETS in the workplace may 
represent a substantial contribution to lifetime ETS exposure (2). For many persons, 
ETS irritates the conjunctiva of the eyes (accompanied by reddening, itching, and 
increased lacrimation) and the mucous membranes of the nose, throat, and lower 
respiratory tract (accompanied by itching, coughing, and sore throat) (3). As part of 
the 1988 National Health Interview Survey-Occupational Health Supplement (NHIS- 
OHS), CDC measured the degree of discomfort caused by ETS in the workplace. The 
NHIS-OHS collected information on cigarette smoking, workplace smoking restric- 
tions, and perceived discomfort caused by ETS at the workplace. This report 
summarizes survey findings and describes efforts to reduce ETS at the workplace. 

The 1988 NHIS-OHS was a cross-sectional household interview survey of approx- 
imately 44,000 adults (aged =18 years) representative of the U.S. civilian, noninsti- 
tutionalized population. The data were adjusted for nonresponse and weighted to 
provide national estimates. Ninety-five percent confidence intervals were calculated 
using standard errors generated by the Software for Survey Data Analysis (GSUDAAN) 
(4). The survey asked the following question of employed respondents (i.e., persons 
who reported they had a job during a 2-week period immediately before being 
interviewed): “Is smoking allowed in your place of work other than in designated 
areas?’ Respondents who reported that smoking was allowed in designated (if any) 
and other areas were asked: “Do you find that cigarette smoke in the workplace 
causes you no discomfort, some discomfort, moderate discomfort, or great discom- 
fort?” 

Based on the survey findings, among 114.1 million employed adults in 1988 (who 
reported that their workplace was not in their home), 40.3% worked in locations 
where smoking was allowed in designated (if any) and other areas. Among 79.2 mil- 
lion employed nonsmokers (former and never smokers*) (who reported their work- 
place was not in their home), 28.5 million (36.5%) worked at places that permitted 
smoking in designated (if any) and other areas. Of these, 12.4 million (43.5%) reported 
some or moderate discomfort and 4.5 million (15.7%) reported great discomfort’ from 


*Former smokers reported they had smoked at least 100 cigarettes during their lifetime and did 
not smoke at the time of the survey interviews. Never smokers reported they had smoked fewer 
than 100 cigarettes during their lifetime. 

'Percentages and population estimates exclude the 155 (1.5%) of the 10,565 respondents who 
did not respond to the question on degree of discomfort. 
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ETS at the workplace (Table 1). Of 16.7 million current smokers*, 2.5 million (15.0%) 
reported at least some degree of discomfort from ETS at the workplace. 

Among nonsmokers, workplace ETS exposure was more likely to be reported as a 
cause of discomfort by never smokers (63.6%) than by former smokers (51.4%) and by 
women (69.0%) than by men (53.9%) (Table 1). Nonsmokers in younger age catego- 
ries were more likely than older nonsmokers to report discomfort from ETS. 
Prevalence of any discomfort was generally similar by race and ethnicity. The 
likelihood of any discomfort from ETS increased directly by level of education, from 
44.1% among nonsmokers with fewer than 12 years of education to 69.6% among 
college graduates. Reported discomfort was more prevalent among nonsmoking 
white-collar workers (65.1%) and persons in service occupations (62.5%) than among 
nonsmoking blue-collar workers (50.0%) and persons in agricultural/fishing occupa- 
tions (44.0%). 

Reported by: Office on Smoking and Health, National Center for Chronic Disease Prevention and 
Health Promotion; Div of Health Interview Statistics, National Center for Health Statistics; 
Surveillance Br, Div of Surveillance, Hazard Evaluations, and Field Studies, National Institute for 
Occupational Safety and Health, CDC. 

Editorial Note: In 1986, 85% of never smokers and 74% of former smokers in the 
United States reported that the smoke from another person’s cigarette was annoying 
to them (5). The degree of reported discomfort from ETS among the approximately 
28.5 million U.S. nonsmokers during 1988—who have either little or no protection 
from ETS at the workplace—may reflect the perceived harmfulness of exposure to 
another person's tobacco smoke (6), actual ETS exposure, and persons’ individual 
sensitivity to ETS. 

The NHIS-OHS findings are consistent with previous reports that employees who 
had either limited or no restrictions against smoking in their worksites indicated they 
were at least somewhat exposed to ETS at work (5). In addition, in worksites without 
highly restrictive smoking policies, most workers may be exposed to ETS because the 
separation of smokers and nonsmokers within the same air space may reduce —but 
not eliminate —the exposure of nonsmokers (3,5). 

Two important considerations influence interpretation of the findings in this 
report. First, because this survey included only employees for whom smoking was 
permitted in the workplace in both designated (if any) and other areas, the results 
probably underestimate the number of U.S. nonsmokers in 1988 who experienced 
discomfort from ETS at the workplace (i.e., employees who experienced discomfort 
from ETS despite more restrictive worksite smoking policies (5) were not included in 
this survey). Second, these findings are based on self-reported data and perceptions 
of discomfort have not been validated, even though self-reported workplace expo- 
sures of nonsmokers has been validated biochemically (7 ). 

In June 1991, CDC’s National Institute for Occupational Safety and Health (NIOSH) 
recommended that employers assess conditions that may result in worker exposure 
to ETS and take steps to reduce exposures to the lowest feasible concentration (17 ) 
either by prohibiting smoking in the workplace or designating separate areas for 
smoking, with separate ventilation. NIOSH also recommended that employers 
1) distribute information about the harmful effects of smoking and the benefits of 
quitting; 2) offer smoking-cessation classes to all workers; and 3) establish incentives 


*Current smokers reported they had smoked at least 100 cigarettes during their lifetime and they 
smoked at the time of the survey interviews. 
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TABLE 1. Percent distributions of nonsmokers (former and never smokers*) regard- 
ing discomfort caused by environmental tobacco smoke at workplaces that permit 
smoking in both designated (if any) and other areas, by smoking status, sex, age 
group, race, Hispanic origin, education, and occupational category — United States, 
1988 





Some/Moderate Total reporting 
No discomfort discomfort Great discomfort any discomfort 
(N* = 11.6) (N= 12.4) (N=4.5) (N= 16.9) 


Category %  (95%CI*) % (95% Cl) % (95% Cl) % (95% Cl) 








Smoking status 
Former smoker 48.6 (46.2-50.9) 383 (36.2-40.4) 13.1 (11.6-14.7) 51.4 (49.1-53.8) 
Never smoker 36.4 (34.7-38.0) 46.5 (44.7-48.3) 17.2 (15.9-18.4) 63.6 (62.0-65.3) 
Sex 
Male 46.1 (44.3-47.9) 40.7 (39.0-42.4) 13.2 (12.0-14.4) 53.9 (52.1-55.7) 
Female 31.0 (29.0-33.0) 48.7 (46.5-50.9) 20.3 (18.6-22.0) 69.0 (67.0—71.0) 


Age (yrs) 
18-24 40.1 (36.3-43.8) 45.8 (41.9-49.7) 14.1 (11.4-16.8) 59.9 (56.2-63.7) 
25-44 35.2 (33.3-37.1) 47.2 (45.4-49.1) 17.6 (16.2-19.0) 64.8 (62.9-66.7) 
45-64 49.3 (46.6-51.9) 36.6 (34.1-39.2) 14.1 (12.2-16.0) 50.7 (48.1-53.4) 
65 58.4 (52.0-64.9) 32.6 (26.5-38.7) 9.0 (5.3-12.6) 41.6 (35.1-48.0) 
Race 
White 40.6 (39.1-42.2) 44.1 (42.6-45.7) 15.2 (14.2-16.3) 59.4 (57.8-60.9) 
Black 44.3 (40.1-48.5) 36.0 (32.0-40.0) 19.8 (16.1-23.4) 55.7 (51.5-59.9) 
Other 31.6 (23.3-39.9) 51.6 (43.0-60.1) 168 (10.2-23.4) 68.4 (60.1-76.7) 
Hispanic origin 
Hispanic 38.9 (33.9-44.0) 41.4 (36.4-46.4) 19.7 (15.6-23.8) 61.1 (56.0-66.1) 
Non-Hispanic 41.0 (39.5-42.4) 43.7 (42.2-45.2) 15.4 (143-164) 59.1 (57.6-60.5) 


Education (yrs) 
12 56.0 (52.2-59.6) 31.9 (28.4-35.3) 12.2 (9.8-14.6) 44.1 (40.4—47.8) 
12 43.6 (41.6-45.6) 41.4 (39.3-43.5) 15.0 (13.5-16.5) 56.4 (54.4-58.4) 
13-15 36.4 (33.6-39.2) 45.4 (42.6-48.2) 182 (15.9-20.5) 63.6 (60.8-66.4) 
16 30.4 (27.6-33.2) 53.1 (50.1-56.0) 165 (14.5-18.6) 69.6 (66.8-72.4) 


Occupational category" 
White collar** 34.9 (33.1-36.7) 48.1 (46.2—50.0) 17.0 (15.7-18.4) 65.1 (63.3-66.9) 
Service™* 37.5 (33.8-41.2) 45.7 (41.9-49.6) 16.8 (14.1-—19.5) 62.55 (58.8-66.2) 
Agricultural/ Fishing®® 56.0 (48.5-63.5) 31.5 (24.1-38.8) 12.5 ( 7.0—18.0) 44.0 (36.5-51.5) 
Blue collar™ 50.0 (47.6-52.4) 36.6 (34.3-39.0) 13.3 (11.6-15.0) 50.0 (47.6-52.4) 


Total 40.8 (39.3-42.2) 43.5 (42.1-45.0) 15.7 (14.7-16.7) 59.2 (57.8-60.7) 


*Former smokers reported they had smoked at least 100 cigarettes during their lifetime and did 
not smoke at the time of the survey interviews. Never smokers reported they had smoked 
fewer than 100 cigarettes during their lifetime. Includes only former and never smokers who 
reported their workplace was not in their home. Excludes unknown responses to the degree 
of discomfort question (n= 78). Sample size = 6515. 

‘Population size in millions. 

*Confidence interval. 

“Excludes unknown occupations. 

**Includes executive, administrative, and managerial occupations; professional specialty occu- 
pations (e.g., engineers; architects; mathematical and computer scientists; health diagnosing, 
assessment, and treatment occupations; teachers; writers; artists; and athletes); technicians; 
and sales, clerical, and administrative support occupations. 

"Includes private household occupations; protective service occupations; and food, health, 
cleaning, building, and personal service occupations. 

*Sincludes farm, agricultural, forestry, and fishing occupations. 

“*Includes precision, craft, and repair occupations; machine operators; assemblers; inspectors; 
fabricators; transportation and material-moving occupations; handlers; equipment cleaners; 
helpers; and laborers. 
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to encourage workers to stop smoking (7 ). Two national health objectives for the year 
2000 include efforts to prohibit or severely restrict smoking at work. The first is to 
increase to at least 75% the proportion of worksites that have a formal smoking policy 
that prohibits or severely restricts smoking at the workplace (objective 3.11). The 
second is to enact in the 50 states comprehensive laws on clean indoor air that 
prohibit or strictly limit smoking in the workplace and enclosed public places (e.g., 
health-care facilities, schools, and public transportation) (objective 3.12) (8). 

The Environmental Protection Agency is reviewing the health effects of ETS 
exposure (9), and OSHA is considering regulatory options regarding indoor environ- 
mental quality (70). Enacting and adhering to workplace policies and regulations 
regarding worksite exposure to ETS can reduce employee discomfort and the 
exposure to carcinogens and other toxic substances from ETS. 
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Cigarette Smoking Among Adults — United States, 1990 


An essential component of tobacco-control programs is the monitoring of tobacco 
use over time (7). To determine the prevalence of smoking among adults in the 
United States during 1990, the National Health Interview Survey-Health Promotion 
and Disease Prevention (NHIS-HPDP) supplement collected self-reported information 
about cigarette smoking from a representative sample of the U.S. civilian, noninsti- 
tutionalized population. This report presents data from that survey supplement. 
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The overall response rate for the NHIS-HPDP supplement was 83.4%. Approxi- 
mately 41,000 persons aged =18 years responded to the following questions on 
smoking behavior: “Have you smoked at least 100 cigarettes in your entire life?’ and 
“Do you smoke cigarettes now?” Current smokers were defined as those who 
answered “yes” to both questions; former smokers were defined as those who 
answered “yes” to the first question and “no” to the second question. Ever smokers 
included current and former smokers. Current smokers were also asked, “On the 
average, about how many cigarettes a day do you now smoke?” The data were 
adjusted for nonresponse and weighted to provide national estimates. Ninety-five 
percent confidence intervals (Cis) were calculated by using standard errors generated 
by the Software for Survey Data Analysis (GUDAAN) (2). 

In 1990, an estimated 89.9 million (50.1%) U.S. adults were ever smokers, and 
45.8 million (25.5%) were current smokers. Approximately 44.1 million (49.1% of all 
ever smokers) were former smokers in 1990. 

An estimated 24.2 million (28.4%) men and 21.6 million (22.8%) women were 
current smokers (Table 1); in all sociodemographic groups, the prevalence of 


(Continued on page 361) 


TABLE 1. Percentage of men and women who smoke cigarettes, by age group, race, 


Hispanic origin, and education — United States, National Health Interview Survey, 
1990* 





Men Women Total 
Category (95% Ci") % (95% Cl) % (95% Cl) 


Age (yrs) 
18-24 (24.3—28.9) 22.5 (20.6—24.4) 24.5 (23.0-26.0) 
25-44 (31.7-—34.1) 26.6 (25.6—27.6) 29.7 (28.9-30.5) 
45-64 (27.8—30.8) 24.8 (23.5—26.1) 27.0 (26.0—28.0) 
65-74 (16.2—20.5) 15.6 (14.2-17.0) 16.8 (15.5-18.1) 
-75 . ( 5.8— 9.4) 5.8 ( 4.7— 6.9) 6.5 ( 5.6— 7.5) 


Race*® 
White (27.1—28.9) (22.7—24.2) 25.6 (25.0—26.2) 
Black (30.2—34.8) (19.6—22.8) 26.2 (24.8-27.6) 
Asian/Pacific 
Islander y (20.4—29.2) 6.2 ( 4.1— 8.3) 16.4 (13.5—19.3) 
American Indian/ 
Alaskan Native 40.1 (29.4—50.8) 36.2 (24.4—48.0) 38.1 (28.3-47.9) 








Hispanic origin 
Hispanic 30.9 (27.8—34.0) 16.3 (14.1—18.5) 23.0 (21.1-24.9) 
Non-Hispanic 28.2 (27.4—29.1) 23.4 (22.7-24.1) 25.7 (25.1-26.3) 


Education (yrs) 
<12 37.3 (35.4—39.2) 27.1 (25.7—28.5) 31.8 (30.6—33.0) 
12 33.5 (32.1-—34.9) 26.5 (25.5-27.5) 29.6 (28.7-30.5) 
13-15 26.2 (24.5—27.9) 20.2 (19.0—21.4) 23.0 (22.0-24.0) 
-16 14.5 (13.3—15.7) 12.3 (11.2—13.4) 13.5 (12.7—14.3) 


Total 28.4 (27.6-29.2) 22.8 (22.1-23.5) 25.5 (25.0-26.1) 


*Sample size = 40,666; excludes 438 respondents with unknown smoking status. 
"Confidence interval. 
SExcludes unknown, multiple, and other races. 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending May 16, 
1992, with historical data — United States 
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TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending May 16, 1992 (20th Week 
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“Updated monthly; last update May 2, 1992 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
May 16, 1992, and May 18, 1991 (20th Week) 
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N: Not notifiable U: Unavailable C.N.M.1.: Commonwealth of the Northern Mariana Islands 
*Updated monthly; last update May 2, 1992 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
May16, 1992, and May 18, 1991 (20th Week) 
Measles (Rubeola) Menin- 


Malaria - 9 | Mumps Pertussis Rubella 
Reporting Area indigenous imported* Infections 


Cum 1992 | Cum. | 4999 | ‘Sona Cum 1992 | ©Y™- | 1992 | Cum | Cum. | 1999 | Cum | Cum 











1992 1992 1992 1992 1992 1992 | 1991 1992 | 1991 





























UNITED STATES 289 35 784 66 : ) ! 21 491 828 6 64 


NEW ENGLAND 13 5 5 2 43 131 4 
Maine 32 
N.H 5 15 12 
Vt 5 3 


onn 


MiD. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

Ww 

Mich 

Wis 


W.N. CENTRAL 
Minr 


CENTRAL 


CENTRAL 
Ark 
la 
Okla 
Tex 
MOUNTAIN 
Mont 
Idahc 
Wyo 
Colo 
N. Mex 
Ariz 
Utah 
Nev 


PACIFIC 
Wash 

Oreg 

Calif 

Alaska 

Hawai 

Guam 

PR 

Vi 

Amer. Samoa 

C.N.M.I U 





*For measies only, imported cases includes both out-of-state and international importations 
N: Not notifiable | U: Unavailable "International ‘Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
May 16, 1992, and May 18, 1991 (20th Week) 





Reporting Area 


Syphilis 
(Primary & S 


Toxic- 
shock 





Tuberculosis 


Tula- 
remia 


Typhoid 
Fever 


Typhus Fever 
(Tick-borne) 
(RMSF) 


Rabies, 
Animal 








Cum 
1992 





Cum 
1992 


Cum 
1992 





| 


Cum 
1991 





Cum 
1992 





Cum 
1992 





Cum 
1992 





Cum 
1992 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

RI 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 
Alaska 
Hawaii 
Guam 

PR 

Vi 

Amer. Samoa 
C.N.M.1 


13,448 
237 


99 
9 


7,615 


207 
26 


2 

58 

81 
40 
1,731 
134 
1,067 
280 


7,803 
221 
16 


1 
115 
20 
69 


131 


327 


NN A 
OADOMNN 


=D 
@ 


24 


119 
11 


65 


é 


3,067 
283 


1 





U: Unavailable 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
May 16, 1992 (20th Week) 


All Causes, By Age (Years) Pat’ All Causes, By Age (Years) 











Reporting Area All 


Reporting Area All 
65 | 45-64/ 25-44] 1-24 1 | Total -65 | 45-64] 25-44] 1-24 

Ages Ages 
4 

















91 y 49 14 (12 41S ANTI 1,392 854 2 164 
" 23 5 Atiar Z é 81 2 26 


40 


3 
4 
8 
5 
3 
9 
90 
6 
2 
2 
8 
2 
3 
37 

3 


> - 
oowwo 


Q-Anw hk ew® 


nN 
o o 


Ww 


Portland, Oreg 
Sacramento, Cz 


Santa Cruz 
~ Wast 
okane, Wast 


a, Wash 








*Mortality data s table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A deatt ported by » place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
ncluded 

tPneumonia and influenza 

§Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week 
Complete counts will be available in 4 to 6 weeks 

*Total includes unknown ages 
J: Unavailable 
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smoking was higher among men than among women. The prevalence of smoking 
was highest among persons aged 25-44 years, American Indians/Alaskan Natives, 
non-Hispanics, and persons with fewer than 12 years of education (Table 1). 

During 1990, 26.4% of persons in the United States aged 20-24 years were current 
cigarette smokers (Table 2). Smoking prevalence in this age group (which can be used 
as an indirect measure of smoking initiation [3]), was 28.6% for men, 24.3% for 
women, 28.3% for whites, and 17.3% for blacks. Regardless of education level, among 
persons in this age group, men were more likely than women to be current cigarette 
smokers; prevalence was highest among men who had not completed 12 years of 
education (Table 2). 

During 1990, for all age groups combined, the average number of cigarettes 
smoked per day by current smokers who smoked one or more cigarettes per day was 
19.1 (95% Cl=18.8—-19.4); 22.9% (95% Cl=21.8%—23.9%) of current smokers reported 
smoking 25 or more cigarettes per day. 

Reported by: Epidemiology Br, Office on Smoking and Health, National Center for Chronic 


Disease Prevention and Health Promotion; Div of Health Interview Statistics, National Center for 
Health Statistics, CDC. 


Editorial Note: The 1990 NHIS-HPDP data indicate that, for the first time since NHIS 
monitoring began in 1965 (3), the prevalence of smoking was similar among blacks 
and whites overall. In addition, the difference in smoking prevalences among black 
men and white men is less than when compared with previous years (4 ). Based on an 
analysis of data for 1974-1985, the rate of decline in smoking prevalence was higher 
for blacks than whites, and this difference was substantial for men (4). The decrease 
in smoking prevalence among blacks aged 20-24 years (from 38.7% in 1983 [3]}) is 
consistent with recent reports of lower smoking rates among black adolescents (3,5 ). 

From 1965 through 1985, the overall smoking prevalence among U.S. adults 
declined an average of 0.5 percentage points annually (3). During this time, preva- 


TABLE 2. Smoking prevalence among men and women aged 20-24 years, by race, 


Hispanic origin, and education — United States, National Health Interview Survey, 
1990* 





Men Women Total 
Category % (95% Ci") % (95% Cl) % (95% Cl) 


Race® 
White 28.9 (25.8—32.0) 27.7 (25.0—30.4) 28.3 (26.2—30.4) 
Black 23.9 (17.0—30.8) 11.9 ( 8.6—15.2) 17.3 (13.6—21.0) 


Hispanic origin 
Hispanic 26.8 (18.6—35.0) 15.2 ( 8.6-21.8) 20.7 (15.3-26.1) 
Non-Hispanic 28.9 (25.9-31.9) 25.8 (23.5—28.1) 27.3 (25.4-29.2) 


Education (yrs) 
12 55.4 (48.2-62.6) 46.6 (39.9-53.3) 51.2 (46.3-56.1) 
12 29.6 (25.4—33.8) 28.1 (24.6—31.6) 28.9 (26.1-31.7) 
<12 37.3 (33.4—41.2) 33.4 (30.0-36.8) 35.4 (32.8-38.0) 
=13 16.1 (12.9—16.7) 13.8 (11.4—16.2) 14.8 (12.9-16.8) 


Total 28.6 (25.8—31.4) 24.3 (22.1-26.5) 26.4 (24.6—28.2) 
*Sample size = 3548; excludes 31 respondents with unknown smoking status. 
‘Confidence interval. 


5Excludes Asians/Pacific Islanders; American Indians/Alaskan Natives; and unknown, multiple, 
and other races. 
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lence among women aged 20-24 years with fewer than 12 years education ranged 
from 39% to 45% with no declines; however, a sharp decline in smoking prevalence 
occurred in this subgroup by 1990. From 1987, when overall prevalence among adults 
was 28.8% (6), to 1990, overall prevalence declined an average of 1.1 percentage 
points annually. This rate of decline must be sustained to achieve the year 2000 
national health objective of reducing cigarette smoking prevalence to no more than 
15% among persons aged =20 years (objectives 3.4 and 16.6) (7). 

Factors that may have contributed to the accelerated decline in smoking include a 
decrease in the social acceptability of smoking (3), the increased cost of cigarettes 
(8), and an increased awareness of the health consequences of active and passive 
smoking (3). The possibility of underreporting of smoking (9 ) needs further research. 
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Topics in Minority Health 


Cigarette Smoking Among Chinese, Vietnamese, and Hispanics — 
California, 1989-1991 


Although cigarette smoking causes 434,000 premature deaths annually in the 
United States (7), information characterizing smoking behaviors generally lacks 
specificity for racial/ethnic groups and subgroups (2). To characterize smoking and 
other risk behaviors more fully for program planning efforts at the local level, three 
California communities and the California Department of Health Services developed 
culturally adapted versions of CDC’s Behavioral Risk Factor Surveillance System 
(BRFSS). These surveys were administered to selected Chinese (3), Vietnamese (4), 
or Hispanic populations in California. This report summarizes information about 
smoking from these surveys during 1989-1991. 

Questionnaires used for these surveys were modified for cultural appropriateness; 
translated into Chinese, Vietnamese, or Spanish; backtranslated; and field tested. 
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Each questionnaire included standard BRFSS questions on smoking status and 
sociodemographic characteristics but differed on questions rating level of accultura- 
tion (5,6)—the cultural and behavioral adaptation that occurs to persons in a new 
culture. In the Chinese survey, little or no English fluency and less than 25% of lifetime 
in the United States indicated less acculturation. For Vietnamese, English fluency and 
immigration before 1981 indicated more acculturation. Hispanics who self-reported 
they primarily think, read, and speak Spanish were classified as less acculturated; 
Hispanics who self-reported they primarily think, read, and speak English were 
classified as more acculturated. 

The survey of Chinese included a representative sample in Oakland Chinese and 
was completed by face-to-face interviews during June 1989-February 1990. The 
survey of Vietnamese included a statewide sample and was completed by computer- 
assisted telephone interviews during February—March 1991. The survey of Hispanics 
included a representative sample of Monterey County (excluding the Monterey 
peninsula) and was completed by computer-assisted telephone interviews during 
July-December 1989. Because results for each group are not age-adjusted (except for 
age-specific prevalences), they cannot be compared directly. 

Response rates varied substantially: of 359 eligible for the Chinese survey, 296 (82%) 
participated; of 1705 eligible for the Vietnamese survey, 1011 (59%) participated; and 
of 1067 persons eligible for the Hispanic survey, 801 (75%) participated. Because of 
the low number of women who reported that they were smokers, demographic 
characteristics (i.e., age, education level, annual income, and acculturation) are given 
only for men. For example, two of 454 Vietnamese women surveyed reported that 
they were current smokers. 

Chinese. Smoking prevalence among Chinese men in Oakland was 28.1% (Table 1). 
Smoking prevalence was highest among those with less than a high school 
education; however, those who were high school graduates smoked the highest 
average number of cigarettes. Men who lived in households with annual incomes less 
than $25,000 were more likely to smoke than were men in higher income households. 
The average number of cigarettes smoked per day increased in relation to percentage 
of lifetime spent in the United States. 

Vietnamese. |n California, Vietnamese men aged 25-44 years were more likely to 
smoke than were those in other age groups (Table 2). Smoking prevalence was higher 
among men who immigrated in 1981 or later and who were not fluent in English; 
however, acculturation did not affect daily cigarette consumption. 

Hispanics. For Hispanic men in Monterey County, smoking prevalence was 
substantially lower among those with more than a high school education (Table 3). 
More acculturated Hispanic men were also less likely to smoke. Among Hispanic 
women, the smoking prevalence was less than that among Hispanic men, but they 
smoked more cigarettes per day. 

Reported by: CNH Jenkins, MPH, SJ McPhee, MD, DC Fordham, MPH, S Hung, MPH, KP Nguyen, 
NT Ha, Vietnamese Community Health Promotion Project, Div of General Internal Medicine, Dept 
of Medicine, G Saika, MS, Univ of California, San Francisco; A Chen, MD, R Lew, MPH, V Thai, 
KL Ko, MS, L Okahara, S Hirota, S Chan, MD, WF Wong, MD, Asian Health Svcs, Oakland; 
J Snider, MPH, D Littlefield, MPH, D Quan, MPH, Div of Health Promotion, Dept of Health, County 
of Monterey, Salinas; LF Folkers, MPH, B Marquez, MPH, Health Promotion Section, California 
Dept of Health Svcs. Div of Chronic Disease Control and Community Intervention, and Office on 


Smoking and Health, National Center for Chronic Disease Prevention and Health Promotion, 
CDC. 
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Editorial Note: During the 1980s, the Asian/Pacific Islander and Hispanic populations 
were the fastest growing racial/ethnic groups in the United States (7). The findings in 
this report suggest that acculturation may influence smoking behavior among these 
groups, although these effects may vary. These three surveys used different mea- 
sures of acculturation; only the Hispanic acculturation scale has been validated. Other 
models of acculturation need further investigation to develop standardized measures 
for comparisons between racial/ethnic groups and subgroups. 

The findings in this report are subject to limitations described for previous BRFSS 
surveys in selected populations (3,4). These considerations reflect the limitations of 
self-reported information that is not independently validated, sampling frames that 


TABLE 1. Percentage of current smokers and mean number of cigarettes smoked per 
day among Chinese men in Oakland, California,* aged ~18 years, by selected 
sociodemographic variables — Behavioral Risk Factor Surveillance System, June 
1989—February 1990' 





Mean no. 
Current smokers cigarettes smoked 


Characteristics % (95%CI°) No. (95% Cl) 











Sex 


Men (20.3—35.9) 15.9 (10.4—21.4) 
Women é ( 0.0— 2.8) - — 


Age (yrs) 
18-24 b 


25-44 (23.2-53.7) 12.6 ( 3.5—10.7) 
45-64 (12.5-43.7) 22.6 (10.2—35.0) 
65 (11.9-37.0) 15.4 ( 7.9-—23.0) 


Education 
Eighth grade or less (17.8-42.5) 15.7 (10.2—21.2) 
Some high school : (24.6—66.3) 11.2 ( 6.7-15.7) 
High school graduate ( 9.2-47.9) 28.0 ( 0.0-56.4) 
Some college - 0 - 
College graduate or more ( 2.5-37.5) 10.0 


Annual income 
$10,000 (13.5-37.5) 9.5 ( 5.6—13.4) 
$10,000—$24,999 : (19.5—44.6) 14.7 (12.0—17.4) 
$25,000—$50,000 . ( 0.0-44.8) 55.0 _— 
$50,000 -* - 


Acculturation 
% of lifetime 
in United States 
25% 29.8 (20.0—39.5) 13.0 ( 9.3-16.7) 
25% 26.2 (12.9-39.5) 22.3 ( 6.4—38.2) 
English fluency 
Fluent** - - - - 
Not fluent 31.8 (23.0—40.6) 13.3 (10.2—16.4) 
*Based on a face-to-face survey of a representative sample in Oakland, California, during June 
1989-February 1990 
"Because the number of current smokers who were women was too small for analysis, data for 
education, age, annual income, and acculturation are provided for men only. 
‘Confidence interval 
“Numbers too small for analysis. 
**Self-report of ability to speak English well or fluently 
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exclude households without telephones, and constraints on generalizability —in 
particular, because these results have not been age-adjusted, even these three groups 
cannot be compared. 

Data from each of the community surveys were presented to the respective 
communities and were used by community coalitions to establish priorities for 
program development. Data for Chinese indicated that men aged 25-44 years are 
most likely to smoke, which led to the development of a comprehensive community- 
wide tobacco-control campaign. The campaign included the development of cultur- 
ally appropriate health education materials (e.g., brochures and videos) and preven- 
tion and cessation workshops. Data for Vietnamese also indicated that men aged 
25-44 years are most likely to smoke; antismoking messages were directed to smokers 
regarding the effect of smoking on children and families. As the spouses, mothers, 


TABLE 2. Percentage of current smokers and mean number of cigarettes smoked per 
day among Vietnamese men in California* aged ~18 years, by selected sociodemo- 


graphic variables — Behavioral Risk Factor Surveillance System, February—March 
1991' 





Mean no. 
Current smokers cigarettes smoked 


Characteristics % (95% Cl*) No. (95% Cl) 











Sex 


Men 34.7 (30.7—38.6) 10.1 1-11.1) 


(9 
Women 0.4 ( 0.0— 0.8) 17.0 ( 0.0-28.6) 


Age (yrs) 
18-24 12.3 ( 3.8-20.8) 10.0 3.5—16.5) 
25-44 42.4 (37.1-47.7) 10.3 9.0—11.6) 
45-64 27.4 (19.9-34.9) 9.9 8.2—11.6) 
65 23.3 ( 8.2—38.5) 7.3 4.3—10.3) 


Education 
Eighth grade or less 36.6 (25.4—47.8) 9.0—14.8) 
Some high school 39.6 (31.3-47.8) 8.9-12.3) 
High school graduate 40.4 (27.6—53.1) 8.8 6.4—11.2) 
Some college 32.9 (25.7—40.2) 9.9 7.8—12.0) 
College graduate or more 26.8 (19.1-—34.5) 9.1 6.4—11.8) 


Annual income 
$10,000 38.7 (27.6—49.7) 10.3 8.2—12.4) 
$10,000—$24,999 29.9 (22.8—37.1) 10.1 8.1—12.1) 
$25,000—$50,000 36.9 (29.2—44.7) 10.1 8.2—12.0) 
$50,000 29.5 (19.4—39.6) 8.3 5.0—11.6) 


Acculturation 
Immigration before 1981 32.2 (27.0—37.5) 10.5 ( 9.0—12.0) 
Immigration in 1981 or later 37.7 (31.7—43.7) 9.8 ( 8.3—11.2) 
English fluency 
Fluent’ 29.7 (22.1—37.3) 10.7 ( 8.1-—13.3) 
Not fluent 36.6 (31.7—40.9) 10.0 ( 8.9-11.1) 
*Based on a survey of a statewide sample completed by computer-assisted telephone inter- 
views of Vietnamese in California during February—March 1991. 
"Because the number of current smokers who were women was too small for analysis, data for 
education, age, annual income, and acculturation are provided for men only. 
’Confidence interval. 
“Self-report of ability to speak English well or fluently. 
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sisters, or daughters of smokers, women were targeted because of their increased 
risk from environmental tobacco smoke. In addition, because most male smokers do 
not speak English fluently, all intervention materials have been produced in Vietnam- 
ese. Data for Hispanics provided the basis for the coalition to develop a comprehen- 
sive plan for delivering messages about smoking and resources available through 
multiple channels, such as libraries, media, clinics, worksites, and housing projects. 

These surveys provide models for other communities and national data collecting 
systems to collect specific baseline data that address the nation’s year 2000 health 
objectives (8) for racial/ethnic groups and subgroups. In addition, the findings from 


TABLE 3. Percentage of current smokers and mean number of cigarettes smoked per 
day among Hispanic men in Monterey County, California,* aged ~=18 years, by 
selected sociodemographic variables — Behavioral Risk Factor Surveillance System, 
July-December 1989' 





Mean no. 
Current smokers cigarettes smoked 


Characteristics % (95% Ci*) No. (95% Cl) 











Sex 
Men (18.8—24.5) 9.4 (7.4—11.3) 
Women ( 6.3—10.1) 17.6 (8.0—15.2) 


Age (yrs) 
18-24 (12.7—20.1) 7.6 (4.8—10.4) 
25-44 24.8 (20.5—29.1) 9.1 (6.6—11.7) 
45-64 16.4 (12.7—20.1) 12.5 (8.0—17.0) 
65 25.0 (20.7-29.3) 8.0 (4.1-11.9) 


Education 
Eighth grade or less 24.0 (19.7-—28.2) 8.5 (6.4—10.6) 
Some high school 25.7 (21.3—30.1) 7.5 (4.6—10.4) 
High school graduate 22.8 (18.6—27.0) (7.2—20.0) 
Some college 9.6 ( 6.7-—12.6) 9.6 (2.4—16.8) 
College graduate or more 8.3 ( 5.6—11.1) " ~ 


Annual income 
$10,000 18.6 (14.7—22.6) (4.4—17.1) 
$10,000—-$24,999 23.0 (18.7—27.3) 5.8 (2.1— 9.5) 
$25,000—$50,000 21.5 (17.3—25.7) 8.7 (6.7—10.7) 
$50,000 11.8 ( 8.5—15.1) 13.2 (7.4—19.0) 


Acculturation** 
1 (less acculturated) 20.1 (16.1-—24.2) _* - 
2 29.4 (24.8—34.0) 8.6 (5.9—11.3) 
3 20.8 (16.7—24.8) 6.4 (4.3— 8.5) 
4 20.9 (16.8—25.0) 7.7 (5.1—10.4) 
5 (more acculturated) 13.1 ( 9.8—16.6) 14.6 (6.7—22.6) 





*Based on a survey of a representative sample in Monterey County (excluding Monterey 
peninsula), California, completed by computer-assisted telephone interviews during July— 
December 1989 
"Because the number of current smokers who were women was too small for analysis, data for 
education, age, annual income, and acculturation are provided for men only. 
°Confidence interval. 
“Numbers too small for analysis 

**Those who self-reported they primarily think, read, and speak Spanish were classified as less 
acculturated; those who self-reported they primarily think, read and speak English were 
classified as more acculturated. 
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these BRFSS surveys in California provide a basis for developing and evaluating 

culturally appropriate tobacco-control programs. 
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Erratum: Vol. 40, No. 44 


In the article, ‘Cigarette Smoking Among Adults — United States, 1988,” the third 
paragraph on page 758 should include two changes. The first sentence of the 
paragraph should read: ‘Overall, the mean number of cigarettes smoked per day by 
current smokers in 1988 was 20.2 (Table 2). The last sentence of the paragraph 
should read: “In 1988, 25.6% (95% Cl=24.7%—26.5%) of smokers smoked 25 or more 
cigarettes per day. 

On page 759, Table 2 should read as follows: 


TABLE 2. Mean number of cigarettes smoked daily by current smokers,* by sex, age, 
race, Hispanic origin, and level of education — United States, 1988 





Men Women Total 
(95% Ci") ' (95% Cl) (95% Cl) 











Age (yrs) 
18-24 (15.9-17.5 (14.0—15.4) (15.2-—16.2) 
25-44 (21.6-22.6 (18.5—19.3) (20.3-20.9) 
45-64 (23.3-24.9 19.6-—21.0) (21.7-22.7) 
65-74 (18.8-21.6) (16.3-18.3) (17.9-19.7) 
75 (13.5—17.9) 12.7-15.7) (13.5-16.3) 
Race 
White 22.8 22.4-—23.2) (19.0—19.6 (20.8-21.4) 
Black 14.6-16.2 (12.6—14.0 (13.8-15.0) 
Other 16.5 (14.8-18.2) 12.1-22.2 (14.3-19.1) 
Hispanic origin 
Hispanic 13.5-16.5) 10.9-13.3) (12.8-14.8) 
Non-Hispanic 21.7-22.5) 18.5-19.1 (20.2-20.8) 
Education 
Less than high 
school diploma 22.1 (21.3-—22.9) 19.4 (18.8-20.0) 20.9 (20.4—21.4) 
High school diploma 21.7 (21.2-—22.2) 18.6 (18.2—19.0) 20.1 (19.8-20.4) 
Some college 22.1 (21.2-—23.0) 17.8 (17.0-—18.6) 19.9 (19.3-20.5) 
College graduate 20.6 (19.6—21.6) 16.6 (15.6—17.6) 19.0 (18.3-19.7) 


Total 21.7 (21.3-22.1) 18.5 (18.2-18.8) 20.2 (20.0-20.5) 


*Persons #18 years of age who reported having smoked at least 100 cigarettes and who were currently 
smoking. These data include only persons who reported smoking one or more cigarettes per day 
"Confidence interval 
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